Page-Hughes-Pinkerton:: Pneumococcal Peritonitis
Mr. 0. MAX PAGE said he wished to comment on Dr. Bellingham Smith's remark that operation in these cases was tantamount to killing the patients. His own (the speaker's) experience did not conform to this view. He doubted if operation were beneficial in acute cases, and could not entirely agree with Mr. Waugh in considering that the prolonged use of a drainage tube was of any value.
It was important that the right line of treatment should be settled. He thought it wrong to say that operation should be limited to the late stages, when localized abscesses had formed. There were acute cases in which a diagnosis from appendicitis could only be made by those with special experience of the condition. In case of doubt he considered that an exploratory laparotomy should be undertaken. He had operated on about ten such cases, in three of which the patients had recovered, two with the formation of residual abscesses, the other without.
He did not think operation necessarily assisted the control of the inflammatory process, but its result appeared to justify its use as a diagnostic measure in certain cases.
Mr. E. C. HUGHES said he remained unconvinced as to the advisability of operating in cases of acute pneumococcal peritonitis in the early stages.
Dr. Cameron had referred to two cases-in one of which he (the speaker) had operatedin which there was cedema of the-ciecal wall, and the patient died a few days after the operation. In another case he operated six times, finding on each occasion a large abscess, before the patient recovered. In the acute stage nothing was found, though the diagnosis of acute appendicitis had been confidently made in the first place. If he were able to diagnose acute pneumococcal peritonitis, he would not operate in the acute stage. But he could not feel that diagnostic certainty; he was afraid of overlooking acute appendicitis. He had recently seen, with Dr. Cameron, two cases of acute pneumococcal peritonitis. One of them they saw three or four weeks after the initial illness, and there was considerable expansion of the abdomen, with a swelling presenting at the umbilicus. He opened a large collection of pneumococcal pus under the umbilicus, which was shut off from the peritoneal cavity as no coils of intestine were seen.
The other case was that of a patient who, six weeks before, had had an acute illness of forty-eight hours' duration, of a very vague character. There was some loss of weight, peevishness, and loss of appetite, with general distension of the abdomen, which had not been noticed by anyone until Dr. Cameron saw the child. There was a reddening and hardening of the umbilicus, and the question was whether this was tuberculous or pneumococcal peritonitis. He explored the abdomen, under the impression that it was pneumococcal, and expected to find a good deal of pus. But on reaching the peritoneal cavity he came to encysted collections of pus, no pocket containing more than a drachm. They were convinced they were here dealing with a pneumococcal and not with a tuberculous case.
Mr. J. M. PINKERTON (speaking of the relative incidence of pneumococcal peritonitis in North and South London) said that when he was resident in a small hospital in South London he saw three undoubted cases within two years, all girls. One, aged 14 years, was diagnosed as a case of appendicitis, and she presented the exact appearances which Mr. Waugh described when the abdomen was opened. She recovered after a second laparotomy some weeks later, for residual abscess. Two of the three cases were proved, by pathological examination, to be pneumQcoccal peritonitis. All three patients were operated upon, and all recovered.
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